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LEWANDOWSKY'S ROSACEA-LIKE ERIJPTION*
A CLINiCAL STUDY
ROBERT H. SNAPP, M.D.
Darier (1), in 1896, first used the term "tuberculides" to describe a group of
skin lesions associated with tuberculosis of internal organs. He noted that al-
though these entities were an accompaniment of tuberculosis, they did not
necessarily show the characteristic pathological anatomy of tuberculosis. They
were characterized by benign course, symmetrical distribution, tendency to
spontaneous cure, occurrence in successive crops, and varied histological struc-
ture showing all degrees of transition between banal inflammatory changes and
highly specific tuberculous structure. In this category, Darier placed lichen
scrofulosorum, erythema induratum of Bazin, and papulonecrotic tuberculid.
In 1917 Lewandowsky (2) described the so-called "rosacea-like tuberculid."
Following Lewandowsky's report, "rosacea-like tuberculid" was given a place
among the older, better known "true" tuberculids, a position which it has held
to the present time.
In accordance with the generally accepted definition of an "id" reaction as
given by Jadassohn, Bloch, Peck, Sulzberger and Wise (3,4,5,6a,6b), a true
tuberculid has the following criteria:
1. definite focus of tuberculous infection, or history of such;
2. hypersensitivity to tuberculin.
It is my purpose to show that rosacea-like tuberculid of Lewandowsky does
not meet either of these criteria and, therefore, should not be classified as a
tuberculid.
SURVEY OF CLINICAL DATA
A review of 23 cases of tubereulids seen by the Dermatology Section of the
University of Chicago Clinics in the past ten years, is presented in table form.
(Tables I, II, III)
I. Lichen scrofulosorum (5 cases)
All patients showed sensitivity to old tuberculin in dilutions of 1:10,000 or
higher. Two patients presented evidence of active tuberculous infection
and three patients presented evidence of previously active tuberculous
infection.
II. Papulo-necrotic tuberculid (5 cases)
All patients showed sensitivity to old tuberculin in dilutions of 1:10,000
or higher. Three patients showed evidence of active tuberculosis. In two
patients no demonstrable focus was found.
* From the Section of Dermatology, Department of Medicine, University of Chicago,
Chief of Service: Stephen Rothman, M.D.
Presented at the Tenth Annual Meeting of the Society for Investigative Dermatology,
June 11—12, 1949, at Atlantic City, N. J.
1 In all cases the Mantoux intradermal test was employed.
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III. Erythema induratum (Bazin) (13 cases)
All patients reacted to old tuberculin in dilutions of 1:10,000 or higher.
Five patients presented evidence of a past or present active tuberculous
infection. Of the remaining eight patients without a demonstrable focus,
two showed positive tuberculin tests to 1:1,000,000 dilution and two were
positive to 1:100,000 dilution, which, as generally agreed upon, is an ab-
normally high sensitivity. In addition, two of these eight patients had
positive family contact histories.
With the above data at hand, a resume and follow-up study of 20 cases of
"rosacea-like tuberculid" of Lewandowsky was undertaken. All these cases were
seen at the University of Chicago Clinics, and the diagnosis of each case was
confirmed histologically.2 Of these 20 cases a follow-up study was possible in
16 cases. Table IV shows a summary of the 20 eases, in 11 of which quantitative
tuberculin tests were performed at the time of the eruption and in 9 of which
no tuberculin tests were done at that time. The follow-up study consisted of a
personal interview, a roentgenograrn of the chest, and the performance of quan-
titative tuberculin tests.
Tables V and VI summarize the duration of the disease with and without
treatment. They show that of the 11 patients who received treatment, the dura-
tion of the disease ranged from 1 to 4 years with an average of 2.8 years. Four
patients of this group had recurrences lasting from 1 to 3 years with an average
of 1 years. Of the six patients who received no treatment, the duration ranged
from 1 to 3 years with an average of 2.5 years. There were no recurrences in
this group during the period of observation.
Three principal types of treatment are represented, namely, intravenous in-
jections of gold sodium thiosulfate or gold ammonium succinimidate, ultra-
violet light and roentgen therapy. Critical analysis of the effect of the various
therapeutic agents employed revealed that all patients who received X-ray
therapy noted beginning involution soon after the initiation of treatment, and
all cleared within 3 months, without relation to the previous duration of the
disease. Dosage of X-ray varied from 8 to 12 exposures of 38 to 100 r at weekly
intervals. No benefit was noted in those patients receiving ultra-violet light
therapy alone or intravenous injections of gold salts alone. Some patients re-
ceiving the latter two types of therapy simultaneously felt that this combina-
tion had been beneficial; however, such beneficial effect was noted only 4 to 6
months after the initiation of therapy. Six patients noted spontaneous improve-
ment without the interference of any therapeutic agent after the disease had
persisted more than 1 years.
With or without treatment there was uniformly a slow but continuous im-
provement once involution began. Temporary response to measures directed
against rosacea was noted initially in two cases where rosacea elements were
present, but there was no effect on the micro-papular element. No scarring was
noted in any of the patients re-examined after clearing of the eruption.
2 All the slides were reviewed and the diagnoses confirmed by Dr. S. W. Becker of the
University of Chicago.
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HISTORICAL REVIEW
Blaschko 7) in 1909, presented before the Berlin Dermatological Society a
patient with an eruption of the face which showed a striking resemblance to
rosacea but was interpreted by him and in the discussion by Arndt as a tuber-
culid. This condition of "rosacea-like tuberculid" was first fully studied and
described by Lewandowsky in 1917 (2). Lewandowsky stated that on glass
TABLE V
Duration of facial eruption with and without treatment in patients with single attacks
PATIENT
PERIOD OP
OBSERVATION
ASTER ATTACK
TREATMENT
Gold UVL X-ray
E.W.
J.D.
M.W.
M.F.
T.C.
C.R.
P.W.
years
3
12
333
2
years
1
1
1
5
68
9
+
+
+
+
+
+
+
+
+
+
+
V. J.
V. A.
L. P.
M. Y.
R. H.
M. G.
3
2
2t
21
3}
11
1
1
61
61
81
91
No treatment
No treatment
No treatment
No treatment
No treatment
No treatment
TABLE VI
Duration of facial eruption with and without treatment in patients with recurrences
PATIENT
1.0.
J.Z.
C.S.
M.S.
DURATION
OS' PIRIT
ATTACK
years
11
21
4
4
TREATMENT
Gold UVL X-ray
+ +
+
+ +
+
TIME
INTERVAL
BETWEEN
TWO
ATTACKS
years
3
7
1
1
DURATION
OS SECOND
ATATACE
years
1
1
1
3
TREATMENT
Gold TJVL X-ray
+ +
+ +
PERIOD OP
OBSERVA-
TION ASTER
2ND
ATTACK
years
31
51
3
11
pressure the papules or nodules of this eruption retain a yellowish brown color
and histologically have a tuberculoid structure. Jadassohn, Volk and Pautrier
(8,9,10) grouped these cases under the tuberculids. Most cases in the German
literature (Blaschko, Lewandowsky, Heymann, Lutz, Ledermann, Jadassohn,
Planner and Epstein) (7,2,11,12,13,14,15,16,17) were reported as showing posi-
tive Pirquet tests and/or positive Moro inunction tests. Positive Mantoux
intradermal tests were reported by three authors (Heymann, Jadassohn and
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Epstein) (11,14,17). Martenstein and Noll (18) found 2 out of 3 patients with
rosacea-like tuberculid reacting to 1:1,000,000 dilution, while the third gave a
positive reaction only to 1:5000. Only one of the cases reported in the German
and Swiss literature (Ledermann) (13) showed an active focus of tuberculous
infection and the simultaneous presence of a positive tuberculin test. Hey-
mann's (11) and Epstein's (17) patients showed signs of previous pulmonary
tuberculosis but reacted only to a dilution of old tuberculin 1: 5000 at the time
of the facial eruption. Since Volk's (9) monograph on the subject in 1931, little
has been mentioned on "rosacea-like tuberculid" in the German literature.
In this country cases of facial "tuberculids" where marked similarity to
rosacea was noted were first presented under various titles by Wile (1928, 1929,
1931) (19a,b,c), by Guy and Jacob (1931) (19d), and by Chargin (1931) (19e).
Under the title of "rosacea-like tuberculid" cases were first presented by Eller
(1931) (20a), by Sulzberger (1931) (20b), and by Wise and Sulsberger (1932)
TABLE VII
Data of cases presented in american dermatological societies from 1931 to 1948*
NO. OP CASES %
tHigh tuberculin sensitivity and active focus 2 4.6%
High tuberculin sensitivity and healed focus 8 18.6%
High tuberculin sensitivity and no focus 8 18.6%
Low tuberculin sensitivity and active focus 0 0
Low tuberculin sensitivity and healed focus 2 4.6%
Low tuberculin sensitivity and no focus 23 53.5%
* Compiled from transactions as published in Volumes 24 to 57 of the Archives of Der-
matology and Syphilology.
f 1:10,000 or higher.
1:5,000 or lower.
(20c). In 1934 Michelson and Winer (21) included this disease in their discus-
sion of tuberculoderms of the face. Subsequently, MacKee and Sulzberger (1935)
(22), Wile and Grauer (1935) (23), and Laymon and Michelson (1940) (24)
published reports on the condition agreeing that it belongs to the group of
tuberculids.
Since 1931, 56 cases have been reported in the transactions of the various
American dermatological societies. In all these cases the majority of discus-
sants were agreed on the diagnosis clinically and histologically. In 43 of the 56
cases Mantoux tuberculin tests were recorded. I have tabulated the data of
these cases in Table VII. The table shows that only 2 out of 43 or 4.6% of the
cases fulfull the two basic requirements for tuberculids, namely, active tuber-
culous focus and high tuberculin sensitivity; 53.5% showed neither high tuber-
culin sensitivity nor active focus.
A similar survey of the comparatively fewer cases reported in the British
(25a,b,c), French (26a,b,c,d,e,f,g,h,i,j). Italian (27a,b) and Argentine (28a,b,c,d)
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dermatologic literature yielded similar data regarding tuberculin sensitivity and
foci of tuberculous infection.
REVIEW OF DATA ON TUBERCULIN SENSITIVITY
Although Martenstein and NolI (18) reported hypersensitivity to tuberculin
in 2 out of 3 cases of "rosacea-like tuberculid" these cases are far too few to
permit definite conclusions. On the other hand, in erythema induratum (32
cases) and in papu1o-necrotic tuberculid (10 cases) the above authors have
shown a high tuberculin sensitivity in a significant series. In regard to "tuber-
culids" as a group these authors found that in 94% of their cases the sensitivity
to quantitative intradermal tuberculin tests was at least 1:5000 or higher.3
There are many data in the literature about the frequency of positive tuber-
culin tests done at random in the general population. One of the most thor-
oughly statistically evaluated and age-grouped studies is that of Pascher,
Sulzberger and Wiener (30a) which demonstrates the low incidence of strong
tuberculin hyperergy in a modern city in the U. S. A. According to the surveys
of Keller and Kampmeier (30b) on 555 medical students and 198 nurses 60%
reacted to dilutions of old tuberculin of 1:100, 1:1000, or 1:10,000, and 40% were
negative to all three dilutions. More recently, Beadenkopf, Loosli, et a!. (31)
using a dilution of purified protein derivative (P.P.D.) which corresponds to a
1:5000 dilution of old tuberculin, have made a survey of 6000 incoming stu-
dents at the University of Chicago. In a comparable sex and age range, calcula-
tions show that the percentage of "positive reactors" in their series does not
differ significantly from that found in my relatively small group of patients
with "rosacea-like tuberculid." After compilation of the data of the literature
and of my own material it appears that the average tuberculin sensitivity in
patients with "rosacea-like tuberculid" is not higher than that found in the
general population.
On the other hand, mass examination of patients with active foci of tuber-
culosis definitely indicates that their average tuberculin sensitivity is consider-
ably higher than that of the average population. Furcolow et al. (33), for in-
stance, have shown that 99% of 500 cases of active tuberculosis reacted to
P.P.D. equivalent to a 1:5000 dilution O.T.
According to Dahlstrom (32), only 0.4% of intense reactors (positive to dilu-
tions of 1:10,000 or higher) lose their positive reaction in the course of 5 to 15
years. In the great majority of cases if the test is once positive in the higher
dilutions, it continues positive throughout life. Likewise, Furcolow et al. (33)
have shown that strong tuberculin reactions to high dilutions are relatively
stable. Similar data are presented by Hardy (34) who found that 90% of 230
patients who once had active tuberculous lesions still showed marked hyper-
sensitivity after an observation period of 14 years. Of 82 patients who had no
definite tuberculous lesions but did have positive tuberculin tests to 1:1000 or
higher, only 6% had become negative to 1:100 dilution after 14 years.
'The high tuberculin sensitivity of true tuberculids is well demonstrated by the special
quantitative method of Bonnevie and With (29).
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On the basis of these data, it may be assumed that those of my patients,
whose tuberculin sensitivity was tested only after subsidence of the eruption
and who showed weak or no sensitivity at all, likewise had no high degree of
sensitivity at the time of their eruption.
DISCUSSION
The term "tuberculid" should be restricted to those skin eruptions which are
due to a shower of tubercle bacilli embolizing in the skin by the hematogenous
route from some active tuberculous focus in persons with an extremely high
degree of tuberculin sensitivity. Due to this allergy the tubercie bacilli are rela-
tively rapidly destroyed in the skin. Lesions, therefore, usually develop rapidly
and run a short course. For this same reason, it is most difficult to demonstrate
tubercie bacilli in the skin lesions by animal inoculation or in tissue sections.
Histologically, one finds all transitions between banal inflammatory infiltrates
and typical tuberculous structure. The histologic picture is dependent on the
speed with which tubercie bacilli are decomposed.
This concept of tuberculids was first clearly expressed by Lewandowsky in his
monograph and supported by his animal experimentation (35). Recently,
Michelson (36) has given a similar interpretation. He has emphasized that this
interpretation well explains certain common properties of the various tuber-
culids, namely, rather sudden onset, symmetrical distribution, fairly rapid evo-
lution, self-limited course, and a positive tuberculin reaction.
With this pathogenesis in mind, three well-defined disease entities can cer-
tainly be regarded as tuberculids: lichen scrofulosorum, erythema induratum,
and papulo-necrotic tuberculids (including the acneiform varieties). In these
diseases one finds in the great majority of cases unusually high sensitivity to
tuberculin (positive intradermal reactions to 1:10,000 or higher dilutions of
0. T.) and active tuberculous foci.
The data presented here show that this is not true for Lewandowsky's dis-
ease. Tuberculosis in this condition is found in internal organs no more often
than in the average population. Similarly, the sensitivity to tuberculin is not
higher than in the average population. The clinical significance of a sharp dis-
tinction between this disease and the true tuberculids is obvious. In tuberculids
one must search for foci of tuberculosis because the appearance of tuberculids
means activity of the focus, while Lewandowsky's disease obviously does not
depend on the existence of active tuberculosis. The microscopically tuberculoid
structure of the papular elements, a feature which Lewandowsky himself calls
"third grade evidence" for the tuberculous nature of a disease, is certainly in-
sufficient to accept the assumption that this condition has anything to do with
tuberculosis. Therefore, it is suggested that the term "tuberculid" should be
omitted from the name of this disease and that it should be called Lewandow-
sky's disease.
In addition to this conclusion, some heretofore unknown features of this
disease were revealed in this study. The disease has a definite duration; there
is spontaneous and complete clearance without scar formation; and approxi-
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mately 25% of patients have recurrences. Small fractional doses of x-ray are
apparently more effective in hastening involution than ultraviolet light, gold
injections, or local applications.
This paper has not dealt with the more recent discussion as to whether be-
wandowsky's disease represents a true entity or whether many cases diagnosed
as such are just cases of banal rosacea showing more or less histologic features
of a tuberculoid structure. MacKee and Sulzberger (22) stress the difficulties
of differential diagnosis and the lack of any single tuberculous feature regularly
found or pathognomonic of "rosacea-like tuberculid" with the exception of high
tuberculin sensitivity. Wile and Grauer (23) stress the relative "allergy" of
their cases. Laymon (37) comes to the conclusion that the commonly accepted
clinical and histologic criteria for the diagnosis of "rosacea-like tuberculid"
are often too inconclusive to make a differentiation between papular rosacea
and Lewandowsky's disease, and that, therefore, rosacea is too often diagnosed
as a "tuberculid" which, of course, is a mistake. Miescher (38), on the contrary,
believes that papular rosacea actually always is a benign form of tuberculid.
The above study indicates that what has been called "rosacea-like tuber-
culid' is not a tuberculid. The question, however, whether or not this condi-
tion represents an entity independent of rosacea is still open. The clinical data
of my own material rather strongly suggest that there is a disease entity which
is distinctly different from papular rosacea.
The distinguishing features are as follows:
1. Lesions are p:resent outside the typical localization of rosacea lesions, e.g.
the lateral surfaces of the face and below the mandibular contour on the neck
and the chin, and there is relative freedom of the nose.
2. There is conspicuous uniformity of lesions, including typical diascopic
findings in most lesions.
3. Formation of pustules does not occur, gross telangiectases are hardly ever
present, and the lability of the vascular system of the face, with great readi-
ness to flush, is absent in most cases.
4. Although it is true that not all cases of rosacea show tendency to dilata-
tion of follicles and formation of "white heads" on the nose, this relatively com-
mon feature of rosacea is conspicuously absent in Lewandowsky's disease.
5. There is spontaneous complete disappearance of the eruption and freedom
over as long an observation period as 10 years. In those cases where a relapse
occurs, the second eruption again is of definitely limited duration and clears
without further recurrence.
6. The papular elements of Lewandowsky's disease show little response to
therapy directed against rosacea, whereas papular rosacea does respond to such
measures.
7. Fully appreciating the fact that in banal rosacea, tuberculoid structure
may be found, I feel that a further point in favor of Lewandowsky's disease
being an entity is the fact that no matter how many lesions are biopsied, one
uniformly finds a rather striking tuberculoid structure which is not the case in
rosacea.
Thus, at present, the conclusion seems to be justified that although Lewan-
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dowsky's disease is not a "tuberculid", it is a disease sui generis different from
rosacea.
SUMMARY
1. The data on twenty patients with "rosacea-like tuberculid" are presented.
In 16 a follow-up study was possible.
2. Observation periods ranged from one to eleven years.
3. Mantoux tests done in 11 patients during the eruption period showed a
low degree of tuberculin sensitivity.
4. All 16 patients, with one exception, showed a low degree of tuberculin
sensitivity in the follow-up study.
5. In all but one patient no active foci of tuberculous infection were demon-
strable.
6. The average duration of the disease was 2.8 years with and 2.5 years with-
out treatment.
7. Relapse occurred in 25% of the patients. The average duration of the
second eruption was 1.5 years.
8. Small fractional doses of x-ray seemed to be effective in hastening involu-
tion of the eruption.
9. There was spontaneous complete clearance of the eruption without
scarring.
CONCLUSION
"Rosacea-like tuberculid" of Lewandowsky cannot be classified as a true
tuberculid since it fails to meet the necessary requirements of such, namely,
hypersensitivity to tuberculin and the presence of an active tuberculous focus.
However, clinical study suggests that the condition which Lewandowsky de-
scribed is a distinct entity different from rosacea and for the present should be
designated as Lewandowsky's disease.
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DISCUSSION
DR. WILEY SAMS: On clinical grounds alone I can find support for
Dr. Snapp's opinion regarding the etiology of the rosacea-like eruption described
by Lewandowsky. It is generally accepted that the incidence of skin tuber-
culosis is low in the southern states. In a period of fifteen years in Florida I
have observed not one case of lupus vulgaris which originated in the State. In
my material there is a single case of inoculation tuberculosis producing the
picture of tuberculosis verrucosa cutis, and a second showing the primary tuber-
culous complex. There were but two cases of tuberculosis indurativa and one
occurred in an older woman where the diagnosis can be questioned. I can report
no proven cases of papulo-necrotic tuberculid, yet I have observed five cases
of Lewandowsky's eruption, and four of these patients developed the condition
while resident in the State of Florida. None of these patients exhibited other
evidence of tuberculous infection.
DR. HAMILTON MONTGOMERY: I am in accord with the concept of Doctor
Michelson and his associates that the term "rosacea-like tuberculid" has been
overworked. I have always maintained that a few collections of epithelioid cells
do not make a diagnosis of tuberculosis. One must see definite tubercie forma-
tion. Out of 30 to 40 cases in which we have taken specimens for biopsy at the
Clinic because rosacea-like tuberculid of Lewandowsky was suspected, only 2
or 3 revealed definite tubercle formation. I did not think two of the slides shown
today were convincing for rosacea-like tuberculid. The cells were arranged in
an irregular pattern with a scattering of epithelioid cells but not true tubercle
formation.
I do believe that rosacea-like tuberculid has a definite clinical and pathologic
picture and that we should retain that term but it should not be used as loosely
as it has been in the past and which has been emphasized by Doctor Michelson
and his associates.
I want to congratulate Doctor Snapp on his excellent presentation and thor-
ough workup of his cases.
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Dn. WALTER F. LEVER: I should like to comment on the classification of
tuberculids offered by Dr. Snapp. I believe that lupus miliaris disseminatus
faciei may be included under the tuberculids, since the lesions in this disease,
just as in the other tuberculids, are caused by hematogenous dissemination
rather than local inoculation of tubercie bacilli.
As far as rosacea-like eruption is concerned, I am not fully convinced that it
represents an entity. I believe it possible that it represents a variant of acne
rosacea.
DR. RUDOLF L. BARR: I agree with both speakers that the diagnosis of Lew-
andowsky's rosacea-like tuberculid is not easy. One often sees cases in which
the diagnosis of rosacea-like tuberculid has been made, but which are ordinary
cases of rosacea. But I do not believe that that is sufficient reason to throw out
rosacea-like tuberculid as an entity. Clinically we have found, in contradiction
to Dr. Snapp's cases, that cases of rosacea-like tuberculid do not respond well
to x-ray treatment. Furthermore, a good number of our cases had a marked
tuberculin hypersensitivity. Not every case of rosacea-like tuberculid has a
strong tuberculin hypersensitivity. However, on a statistical basis one finds
that the tuberculin sensitivity of patients with rosacea-like tuberculid is much
greater than that of a normal control group.
DR. STEPHEN ROTHMAN: I do not believe that lupus miliaris disseminatus is
a true tuberculid. Although it has classical tuberculous structure frequently
with caseation in the center of the tubercies, nobody has ever shown that it
has any connection with tuberculosis. I studied one patient who was anergic
to tuberculin 1:100.
Dr. Snapp had not the intention of "throwing out an entity". He just at-
tempted to show that Lewandowsky's disease which is a well defined clinical
entity does not fulfill the criteria of a tuberculid.
DR. ROBERT H. SNAPP: I wish to thank all of the discussors. As Dr. Rothman
stated, it was not at all my intention to throw out the entity. In the diagnosis
of this condition in the first line we followed clinical criteria. First, the eruption
avoided the central areas of the face and involved mainly the sides of the cheeks
and upper neck. The eruption consisted in all cases of rather monomorphous
single reddish-brown papules with no further development into papulo-pus-
tules; under diascopic pressure practically all lesions displayed lupoid appear-
ance; phenomena of flushing and telangiectases were absent; dilatation of fol-
licular pores and stasis of sebum in the form of "white-heads" was not seen;
the course was rather uneventful with no increase or decrease in the number
and type of elements until regression began; and this regression ended with
complete disappearance of the eruption. All these features do not fit the clinical
picture of rosacea even if it is a so-called pure papular rosacea.
In any tuberculid the histologic picture may vary from banal inflammatory
changes to highly specific tuberculoid structure. Thus it is impossible to use the
histologic structure as the sole criterion in establishing the nature of Lewan-
dowsky's eruption.
From the study presented, it appears that Lewandowsky's rosacea-like erup-
tion is a true entity but not a tuberculid.
